Letters to the Editor
Pathogenesis of attic cholesteatoma From Professor I Friedmann Department of Histopathology, Northwick Park Hospital, Harrow Dear Sir, The eloquent pleading for the metaplastic origin of the epidermoid cholesteatoma of the ear by Sade (October 1978 Journal, p 716) must not pass unchallenged. Based mainly on his careful clinical observations -the temporal bone sections referred to are from unrelated cases obtained from different authors -Sade believes he has proved that an 'attic cholesteatoma' arose from metaplastic squamous epithelium behind an apparently intact tympanic membrane. This is a well recognized theory and may be valid in some cases, but it ignores some relevant histopathological and experimental facts.
Metaplastic squamous epithelium lacks the quality of hyperkeratinization, the sine qua non of the epidermoid cholesteatoma. 'Contact inhibition' has an attractive scientific sound but 'contact guidance' would be more accurate. There is abundant evidence in my histopathological material on epidermoid cholesteatoma from various parts of the world including Israel showing that the keratotic squamous epithelium has bypassed the respiratory type of columnar epithelium of the infected middle ear cavities. Thus the presence of two different layers of epithelial cells separated by inflammatory granulation or fibrous tissue argues against the metaplastic origin of the squamous epithelium (see Friedmann 1978) . Respiratory type columnar epithelium is a frequent histopathological finding in chronic otitis media.
There is, furthermore, some overwhelming evidence both experimental and human confirming the validity of the immigration theory. Incidentally, some of Sade's illustrations could be interpreted as showing squamous epithelium spreading from the external auditory meatus into the tympanic cavity (e.g. Figures 12 & 18) . I have furnished human and experimental evidence, and more recently Boedts, in Marquet's renowed department, has provided 'new evidence to support the immigration theory of Habermann (1888)' (Boedts 1978) .
The importance of even small 'temporary' defects in the lamina propria of the tympanic membrane has been appreciated by me (Friedmann 1975) and confirmed by Boedts, who agrees that it can be overlooked on clinical examination alone, leading to the erroneous description of an 'intact tympanic membrane' with all its theoretical consequences. It is interesting to mention that Boedts recognizes three migration patterns of the squamous epithelium from the defective tympanic membrane that may lead to the formation of an epidermoid cholesteatoma: one of these routes 'ends in the epitympanum', i.e. in the attic! The importance of epidermoid cholesteatoma both as a serious complication of otitis media and as an important biological problem has generated a great deal of work in the past, and the discussion will, I am certain, continue unabated in the Section of Otology and elsewhere for many years to come. (1964) found that 11/0 of 619 healthy adult subjects had EEG abnormalities (Table I) . O'Connor (1964) performed routine EEGs on 500 young men who were the 200~) that had passed each stage of a three-day medical examination for aircrew. Thirty-five had paroxysmal abnormalities and 16 had non paroxysmal abnormalities. Of the 35, 18 had the paroxysmal abnormalities present at rest, 15 had them produced when hyperventilating and 2 when receiving photic stimulation. Two of the 35 showed 3-per-second spike-and-wave discharges. Of the 16 with non paroxysmal abnormalities, 12 had excess slow activity, 4 had excess fast activity and in 2 the abnormalities were unilateral. Long & Johnson (1968) found that 25% of the 105 asymptomatic young men they studied showed 14-
